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Guest Editorial

Adopting the ICF Language for Studying Late-life
Disability: A Field of Dreams?

Vicki A. Freedman

Department of Health Systems and Policy, University of Medicine and Dentistry of New Jersey, Piscataway.

R Jette has challenged the gerontological research

community to adopt the language of the World Health
Organization’s International Classification of Functioning,
Disability and Health (ICF) for the study of late-life disability
(1). T agree that having an internationally agreed-upon lan-
guage to advance the study of disability, one that can be used
across nations and age groups, is extremely appealing. The
field will surely benefit from discourse that is broadly under-
stood. At the same time, two very practical challenges seem
to be hindering the speedy embrace of the ICF language by
the gerontological community.

First, the lack of precision in the crosswalk between the
ICF language and the existing measures of late-life func-
tioning can leave a gerontologist who wants to embrace
the new language understandably dissatisfied. The widely
used measures of functional limitations, activities of daily
living (ADLs), and instrumental activities of daily living
(TADLs) that most existing surveys and studies of older
adults include do not map precisely into the ICF categories
as they now stand. Nor at first glance does the ICF language
explicitly recognize that performance-based measures of
lower extremity functioning, such as the short physical
performance battery (2), convey information that is distinc-
tive from—and indeed predictive of—the onset of activity
limitations. Subsuming under the rubric of “activities”,
functional limitations as well as ADLs and IADLs, ignores
critical conceptual distinctions between the building blocks
of activities—mobility, upper and lower body movements,
sensory and cognitive capabilities—and the activities
themselves. As Dr Jette points out, clarifying how the sub-
domains of activity limitations and participation fit together
is an important next step in the development of the ICF that
will surely counter some of the inertia.

An additional challenge for purposes of studying disable-
ment is that the ICF is not intended to be a dynamic model.
In Dr Jette’s words, it is a “framework to code information
about health and to equip the international community with
a standard language.” The Institute of Medicine’s (IOM)
Committee on the Future of Disability in America (3) went
further, noting:

[T]he ICF is a classification scheme. Unlike the Nagi and
1991 and 1997 IOM frameworks, it does not present a
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model of disability—or enablement/disablement—as a
dynamic process. In this respect, even if a definitional
“crosswalk” between these models and ICF concepts is
required, process models and their elaborations remain im-
portant (see, e.g., Verbrugge and Jette [1994], Fougeyrollas
et al. [1998], and Jette and Badley [2002]). Such models
help focus research on identifying and understanding inter-
actions among health conditions, other personal character-
istics, and environmental factors that contribute to the
movement of individuals from one health or disability state
to another. (p. 47).

Understandably, some researchers—even those eager to
embrace more widely accepted and broadly conceived lan-
guage—may be uncomfortable parting from a dynamic
model with clear concepts, a set of prespecified testable
relationships, and validated measures, for a new language
not yet fully formulated.

Nevertheless, I believe that if the field can meld the ben-
efits that each approach has to offer, the gerontological
community will, in time, adopt the language of the ICF.
Over the past year, I have had the unique opportunity to
work on this very challenge with a consortium of colleagues
who are developing, testing, and fielding a state-of-the-art
disability instrument for the National Health and Aging
Trends Study (NHATS). Funded by the National Institute
on Aging as the successor to the National Long Term Care
Survey, NHATS will support studies of disability trends
and trajectories in later life. A centerpiece of the study
will be a new instrument to measure disability using both
performance-based and self-reported measures. It is unde-
niably a tall order, and we are both excited and humbled
by the opportunity.

Our experience to date may be instructive. The group
began with the premise that adopting the language of the
ICF would indeed be useful. Beyond its broad acceptance
and the potential for universal interpretation, the ICF
also offers some new language for those interested in ex-
panding the scope of study related to the disablement
process. In particular, the addition of the term “participa-
tion” to our vocabulary brings into the dialogue concepts
of participating in productive, generative, community,
social, and civic life. Notably, Fried and colleagues (4)
have already moved in this direction with their study of
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older adults’ participation in a volunteer school-based
program, which suggested positive effects of such a pro-
gram on physical, cognitive, and social activity. A second
advantage is the explicit and broadly defined role for the
environment, both physical and social, as well as more
macro policies and systems. In this regard, explicit rec-
ognition that the environment plays a role at every stage
of the disablement process is an important advancement,
one ripe for hypothesis testing (5). Third, the availability
of positive analogues for concepts that have traditionally
been expressed in terms of loss is an advancement that
allows researchers to bring into focus questions about
how best to maximize functioning of older adults, irre-
spective of their stage in the disablement process (6).
Finally, the distinction between capacity to perform and
actual performance of a range of activities (7) opens up
the possibility of studying how accommodations such as
assistive devices and changes to the environment might
bridge the gap between an individual’s underlying capac-
ity and actual performance of activities (8).

During the design phase of NHATS, we have drawn
upon this new language, as well as our highly valued
Nagi roots. Four points regarding the middle panel of
Figure 1—our current NHATS conceptualization—are
noteworthy:

1. We highlight the ICF term “capacity” to refer to an indi-
vidual’s physiological, cognitive, and sensory capabilities

to carry out the building blocks of activities (e.g., mobility
and other physical movements, learning, remembering,
seeing, hearing, and communicating). Such measures are
frequently subsumed in Nagi’s “functional limitations,”
whereas the ICF considers these for the most part subdo-
mains of both “activities” and “participation.” We envi-
sion assessing these domains mainly through performance
measures.

. We add a new domain—*‘“accommodations”—that does

not appear explicitly in either the Nagi model or the ICF
framework. We define accommodations as behavioral
responses to changes in capacity and include in this
domain the receipt of help, take-up of assistive tech-
nology, changes to the environment, and other compen-
satory strategies (9) such as doing an activity less
frequently, more slowly, or differently.

. The final “box” in the framework specifies two distinct

concepts: the ability to carry out self-care (ADL-like) and
domestic life (IADL-like) activities and the extent of par-
ticipation in productive, generative, community, social,
and civic life. The former reflects what is typically assessed
as “disability” under the Nagi model. The latter explicitly
captures elective but valued activities that represent an im-
portant extension of concerns about quality of life beyond
the basics of self-care and domestic life. The work of Jette
and colleagues (10,11) offers important foundations for
empirically characterizing such distinctions.
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4. We recognize, as does the ICF, that the environment may
influence the entire disablement process, and we envi-
sion measuring not only the physical but also the social
and technological environments in which older adults
carry out activities.

NHATS workgroups are currently operationalizing these
concepts. It is early in the development process, with much
testing yet to do before the new measures are deemed valid,
and even more importantly, proven useful. But I hope—as
in “A Field of Dreams”—if we build, validate, and dissemi-
nate such measures, gerontologists will surely come.
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